After 20 years of a static clinical ladder program at our institution, the clinical ladder program was completely redesigned using a staff nurse-led shared governance structure to re-envision the program as an innovative, staff leadership model to meet our organizational nursing mission and vision strategic plans around retention and professional development. The literature demonstrated a lack of outcome-driven findings on the sustainability of hospital-based clinical ladder programs. The authors cover the rationale for our clinical ladder model, the process used for revision, the implementation strategies, and the specific outcomes tracked regarding nurse satisfaction, affiliation, retention, and participation of staff nurses advancing to the optional upper levels of the ladder. C linical ladder programs were first mentioned in the nursing literature by Zimmer (1972) as a means for evaluating professional growth through outcome behaviors that could be measured objectively on the basis of tasks that the registered nurse (RN) should achieve at the beginning, intermediate, and advanced levels of nursing practice. Although clinical ladder models are widely used in hospitals across the country, limited clinical ladder outcome data have been reported in the literature (Drenkard & Swartwout, 2005; Krugman, Smith, & Goode, 2000; Schmidt, Nelson, & Godfrey, 2003) .
The clinical ladder program at the Martha Jefferson Hospital, Charlottesville, Virginia, was originally established in the late 1980s during a time of national nursing shortages. The purposes were ''to provide an organized and consistent set of standards for performance and practice; to create an environment which enables the nurse to grow in competence; and to reward nurses for this growth.'' Consistent with the literature at that time, the developers of the clinical ladder program followed an evaluation process for advancement on the ladder that focused largely on certain tasks or steps within the nursing process.
At the time, the clinical ladder program objectives were as follows:
1. to improve quality of patient care by stabilizing the work force, 2. to reduce turnover and thereby reduce cost of recruitment and orientation, 3. to provide a recruitment tool, and 4. to increase employee motivation. The program was established with the belief that nurses who were rewarded and recognized for exceptional nursing practice via the ladder program would experience increased job satisfaction, resulting in reduced staff turnover. However, the outcomes were not consistently tracked, making them difficult to substantiate. In the 1990s, minor revisions to the program were made to encourage participation by staff nurses in off-site locations such as home care, physician practices, and telephone triage. Otherwise, the program was essentially unchanged for many years, leaving it vulnerable to reduction or cessation of support.
BACKGROUND
The Martha Jefferson Hospital is a 176-bed independent, not-for-profit, nonunionized, community hospital in central Virginia that achieved Magnet designation in 2006. In 2003, in support of the Magnet journey, the authors began the process of implementing a formal Shared Governance structure. Shared Governance as described by Richards et al. (1999) is a model that uses staff empowerment in decision making to accomplish evidencebased changes in practice and workflow and to meet the professional development needs of nurses. By 2004, four Shared Governance councils (Leadership, Practice Excellence, Work Design, and Education and Professional Development) were in place. The Department of Nursing began using this structure to address issues of concern to staff nurses throughout the hospital. Council charters delineated primary areas of oversight and gave specific purpose and focus during the initial phase of Shared Governance implementation.
Staff surveys done by the councils indicated that one issue of concern to staff was the structure and function of the Clinical Ladder Program. The Shared Governance Professional Education and the Development Council chose revision of the Clinical Ladder as a top priority during its first year of work. In keeping with the philosophical belief that ''every nurse is a leader,'' the council wanted to recognize the accomplishments of bedside nurses, to reward them for their clinical expertise, and to motivate them to remain at the ''sharpest point'' of patient care where their skills, talents, and leadership abilities could positively affect patient outcomes. The council determined that the clinical ladder model needed to focus on accomplishments in the areas of leadership, education, and research.
The Nursing Vision states that ''nurses will become leaders in professional nursing practice, within our Caring Tradition.'' With this framework as a foundation, nurses have a commitment to enhance the quality of care by continually seeking opportunities for process improvement related to patient care and work environment. A tenet of the nursing philosophy is the belief that nursing involves a lifelong commitment to education, learning, and teaching and the willingness and flexibility to manage change. Also important is the belief that nurses treat patients and their loved ones with respect, dignity, and compassion. The professional practice environment is one that values and encourages evidence-based practice and nursing research. The revisions to the Clinical Ladder Program incorporated these ideals from the nursing mission, vision, and philosophy statements.
STRUCTURE
A subcommittee consisting of staff nurse members from the Clinical Ladder Committee and the Shared Governance Education Council was formed to revise the clinical ladder program. Staff surveys were conducted to gain input on the positive aspects of the current model as well as the desired elements of a revised model.
The subcommittee reviewed different models of nursing practice, using resources from Benner's (1984) Unique elements of the revised program include the integration of the hospital's nursing mission and philosophy, the staff participation in the development and management of the program, the use of peer review during the application and approval process, and the flexibility of the validation standards to reflect the dynamic and changing focus across the continuum of a nurse's career. The role of the RN is defined within five sequential practice levels in the program; the expertise, competency, and responsibilities of the RN are acknowledged; the opportunities for professional development are provided; and an environment that promotes professionalism and clinical excellence is encouraged. This revised program, named by one of the subcommittee members, is called the Martha Jefferson Advancement in Professional Practice (MAPP) to reflect what we hoped nursing staff would gain from participation. The clinical nurse job description was concurrently revised to reflect performance expectations for nurses at each level.
The new program was introduced in January 2005. In contrast to the previous optional model of progression, all nurses were actively placed on the new ladder at either a Clin I (novice) or a Clin II (advanced beginner) level, with a choice to advance to Levels III (experienced), IV (proficient), or V (expert). As it had been nearly 20 years since a revision had been made to the clinical ladder program, communication with the nursing staff regarding program changes was a crucial element in the implementation process. The members of the Shared Governance Education and the Professional Development Council were charged with disseminating the information to the nursing units. An educational presentation was posted on the hospital's shared drive for staff review or use with an inservice class. The chief nursing officer sent electronic communication to all nurses in the organization with the details of the revised program, and notices were placed on the intranet Web page and in the cafeteria. The Education Council offered several information sessions that were open to all nursing staff. Electronic and hard copy application packets were initially available, with all MAPP packet materials subsequently loaded onto the nursing intranet Web site for downloading at the nurses' convenience.
''MAPP Club'' work sessions were held to jump-start the application process, to guide applicant placement at the correct level in the new program, and to help ensure the successful completion of a professional portfolio. Each aspect of the application was reviewed, along with examples and guidance on how to begin. During MAPP clubs, levels of nursing practice, as defined by Benner (1984) , were reviewed to help applicants understand the practice expectations that they must substantiate in supporting documentation as well as in a written exemplar. MAPP clubs, as described by Blankenship and Winslow (2007) , were a key element in assisting nurses' successful application to the program. The clubs continue to be held on a quarterly basis.
Currently, portfolio elements and complete guidelines for application, with examples of resumes, goals and objectives, exemplars, and journal critiques are posted on the hospital intranet page for easy access by applicants. This posting is kept current to inform applicants of deadlines, unit resources, program format, and any changes and updates to the application process. Hard copies of successful applicant portfolios that provide strong examples for different levels are available for review in the nursing simulation skills laboratory.
PROCESS
Although the ladder is available for direct care nurses only (as opposed to administrative or educational roles), one purpose of the revisions was to make the program more relevant to nurses from all patient care areas and experience levels. Many nurses thought that the previous program was focused on the medical/surgical inpatient nurse. The designers of the program wanted the ladder to apply to all nurses in clinical practice to motivate staff participation.
Nurses who advance on the clinical ladder are recognized in several ways, including clinical level designation on their name badge and recognition during the ''Week of the Nurse'' celebrations. Advancement on the clinical ladder is encouraged or required for leadership roles such as charge nurse, preceptor, and shift coordinator. Research scholarships are available to Clin IV and Clin V nurses. Clin V nurses are invited to sit on the organization's Nursing Research Advisory Council. A monetary bonus commensurate with level of advancement is awarded for initial advancement and subsequent maintenance on the clinical ladder.
With the previous program, where advancement was optional, less than 28% of nurses had chosen to participate. With the revised MAPP program, experienced nurses hired into the organization enter at the Clin II level but are eligible to challenge for placement at any level within their first year after successful orientation. If they choose not to advance within the first year, they are still eligible to apply but must progress sequentially through ranks III, IV, and V. After a successful first year of practice, new graduates are automatically reclassified as a Clin II. They are not required to submit a portfolio, nor do they receive a monetary bonus for achieving this level.
During the transition year from the old program to the revised MAPP program, nurses who participated on the old ladder were ''grandfathered in'' at their current level but were allowed to challenge at a higher rank by submitting a portfolio of all items on the checklist except the exemplar. All other staff RNs were reclassified as Clin I or Clin II. To stimulate interest, during the transition year, any experienced RN not already on the ladder was invited to challenge at the level he or she believed reflected his or her current practice by submitting an application at that level.
Flexibility was an important consideration. The new application process includes checklists with assigned points for educational, leadership, and evidence-based practice activities. A number value is assigned to each activity, with a minimum number required in each category for every clinical level. The minimum requirements for each category can be achieved in numerous ways. This flexibility also recognizes the accomplishments of nurses who excel in one area or another. The use of an exemplarVa narrative description of the nurse's patient care experience in a specific situationVis a change from the previous clinical ladder application, which focused on a clinical description of the nursing process. The subcommittee determined that the exemplar provides a better reflection of critical thinking, encompasses all areas of nursing care, and helps nurses recognize their advancing practice. Core nursing competencies of clinical judgment, caring, collaboration, evaluation, and education/teaching must be addressed in the exemplar. Nurses are asked to reflect on a significant patient encounter, to describe what they are thinking and doing during the encounter, and to provide details that reflect their level of practice, experience, creativity, and critical thinking.
The clinical ladder application is submitted anonymously. Applicants submit an original portfolio and three copies for peer review by MAPP committee members, allowing unbiased review. The MAPP committee consists of staff representation from as many units as possible to provide support and advocacy for the varied nursing specialties in the hospital. The members of the MAPP committee serve as peer reviewers. They also serve as a resource for applicants both on their units and throughout the hospital to encourage, to support, and to guide candidates toward successful recognition of their professional practice.
OUTCOMES
From the outset, the Shared Governance Education Council approached this task knowing that tracking, measuring, and reporting outcomes would be a fundamental part of the MAPP revision process. The four areas tracked are participation, retention, maintenance, and satisfaction.
Staff participation in the MAPP program is recorded in a database that includes all participants and their current levels. This database includes all eligible nursing staff, including Clin I and Clin II levels. Data are collated on an annual basis. In the first year of the revised program, 30% of staff advanced to Levels III to V. Participation across nursing units is tracked quarterly by the Education Shared Governance Council, which is charged with encouraging participation on the ladder. There is significant variability in participation among nursing units. A staff survey demonstrated reasons for the variability, including unit morale, manager support, job satisfaction, low turnover, and size of units.
Retention of nurses is a primary goal of any nursing department. We were eager to measure retention of nurses who have actively advanced to the higher levels on the MAPP program. Tenure is reported on an annual basis by Human Resources and the Department of Nursing Education, looking at RN full-time equivalents by unit and any terminations by name and clinical level. Most nursing turnover has involved the lower levels of the clinical ladder and included resignations, terminations, retirements, and death. The turnover rate of all eligible nurses in 2006 was 20%, but 19% of these were at the Clin I or Clin II level. Less than 1% of all staff at the Clin III, Clin IV, or Clin V level left the organization.
Satisfaction with the program is measured in two ways. Evaluation of satisfaction with the revised MAPP process was achieved by surveying all staff that actively advanced on the new MAPP program. The satisfaction rate of nurses on MAPP has been obtained annually through the Aiken and Patrician (2000) Nursing Workforce IndexYRevised survey, which is done annually. The Nursing Workforce IndexYRevised survey shows higher levels of satisfaction among Clin III, Clin IV, and Clin V as compared with Clin I and Clin II. Survey questions covered working relationships between nurses and physicians, nurses and their managers, visibility of the chief nursing officer, staffing, and opportunities to participate in hospital committees and to make decisions around practice.
Nurse satisfaction with the revision process has been high, with certain features identified as most important. Many appreciated the option of challenging the ladder at the higher levels and placing themselves where they felt they actually practiced. The point system and the point flexibility were a positive component of the program as well as writing an exemplar to display one's critical thinking skills. Negative comments were around monetary compensation (not enough) and having to write an exemplar. The monetary issue is one that may need to be addressed in the future, after we have had time to ''prove'' that the changes are worthy of increased compensation.
FUTURE IMPLICATIONS
Outcome tracking is an important component of the MAPP program. Analysis of data will be critical in determining the future course of the program. If participation levels on specific units are markedly different from the average unit participation, the Education Council may be tasked with analyzing why this lag exists and establishing methods to help increase participation on these units. If data demonstrate that participation levels plateau across the organization, further research may be necessary to determine why those nurses who choose not to participate arrived at their decision.
Retention of nurses is of particular interest to the organization. As enough data emerge to conduct meaningful analysis, results could be used to advocate for further support of the MAPP program, if the data continue to demonstrate that retention of MAPP participants is significantly higher than retention of non-MAPP participants. Increased personal and professional job satisfaction is a primary reason cited in the literature by nurses for participation in professional advancement programs. If nurse satisfaction surveys continue to show higher satisfaction among nurses on the upper levels of the MAPP program, enhanced data collection may be beneficial to further analyze why nurses choose to participate in the program. Do nurses who are more satisfied in their jobs choose to participate in the MAPP program because of that, or does participation provide nurses with a greater sense of professional worth and organizational investment and thereby increase job satisfaction?
The development and the implementation of tracking measures for the MAPP program are positive steps in the overall process of demonstrating that the programs we establish operate on the basis of objective data that support their effectiveness according to predetermined outcome measures. The preliminary results of these data demonstrate that the revised clinical ladder program rewards the professional achievements of our nurses, enhances retention of nursing expertise at the bedside, and increases nursing staff satisfaction.
